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Abstract
Background: Osteoarthritis (OA) of the knee is one of the main causes of musculoskeletal disability in the western world.
Current available management options provide symptomatic relief (exercise and self-management, medication and surgery) but
do not, in general, address the disease process itself. Moreover, adverse effects and complications with some of these
interventions (medication and surgery) and the presence of co-morbidities commonly restrict their use. There is clearly a need
to investigate treatments that are more widely applicable for symptom management and which may also directly address the
disease process itself.
In two randomised controlled trials of four and 12 weeks duration, pulsed electrical stimulation was shown to be effective in
managing the symptoms of OA of the knee. Laboratory and animal studies demonstrate the capacity of externally applied electric
and electromagnetic fields to positively affect chondrocyte proliferation and extracellular matrix protein production. This latter
evidence provides strong theoretical support for the use of electrical stimulation to maintain and repair cartilage in the clinical
setting and highlights its potential as a disease-modifying modality.
Methods/Design: A double-blind, randomised, placebo-controlled, repeated measures trial to examine the effectiveness of
pulsed electrical stimulation in providing symptomatic relief for people with OA of the knee over 26 weeks.
Seventy people will be recruited and information regarding age, gender, body mass index and medication use will be recorded.
The population will be stratified for age, gender and baseline pain levels.
Outcome measures will include pain (100 mm VAS and WOMAC 3.1), function (WOMAC 3.1), stiffness (WOMAC 3.1), patient
global assessment (100 mm VAS) and quality of life (SF-36). These outcomes will be measured at baseline, four, 16 and 26 weeks.
Activity levels will be measured at baseline and 16 weeks using accelerometers and the Human Activity Profile questionnaire. A
patient global perceived effect scale (11-point Likert) will be completed at 16 and 26 weeks.
Discussion: This paper describes the protocol for a randomised, double-blind, placebo-controlled trial that will contribute to
the evidence regarding the use of sub-sensory pulsed electrical stimulation in the management of OA of the knee.
Trial registration: Australian Clinical Trials Registry ACTRN12607000492459.
Published: 4 February 2008
BMC Musculoskeletal Disorders 2008, 9:18 doi:10.1186/1471-2474-9-18
Received: 13 December 2007
Accepted: 4 February 2008
This article is available from: http://www.biomedcentral.com/1471-2474/9/18
© 2008 Fary et al; licensee BioMed Central Ltd. 
This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0), 
which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.BMC Musculoskeletal Disorders 2008, 9:18 http://www.biomedcentral.com/1471-2474/9/18
Page 2 of 9
(page number not for citation purposes)
Background
Osteoarthritis is a major cause of pain and disability in the
community and OA of the knee is one of the most com-
mon causes of musculoskeletal disability in the Western
world [1]. As prevalence increases it is expected to pose an
increased burden on health care in the future.
Management options such as medication, exercise, self-
management programs and surgery largely focus on pro-
viding symptom relief and maintenance of function, but
do not, in general, address the disease process itself. More-
over, adverse effects and complications with some of these
interventions (medication and surgery) and the presence
of co-morbidities commonly restrict their use.
In recent years considerable effort has been directed
towards investigating the effectiveness of putative disease-
modifying OA drugs such as glucosamine, chondroitin
sulfate, doxycycline and diacerein [2-5]. There is also
interest in the use of pulsed electrical stimulation and
electro-magnetic fields as potential OA disease modifying
modalities. Laboratory work and animal studies provide
theoretical support for the use of electrical stimulation to
maintain and repair articular cartilage in the clinical set-
ting [6-10]. However, there are limited studies examining
the effects of pulsed electrical stimulation in humans.
Two randomised, placebo-controlled trials have reported
using capacitively coupled pulsed electrical stimulation
(PES) delivered via skin surface electrodes [11,12]. In
both trials, outcome measures focussing on symptom
relief and functional capacity have been the variables of
interest.
The first of these trials [12] randomised 78 subjects to pla-
cebo or PES treatment with a monophasic, spiked signal
at 100 Hz delivered by the Bionicare® BIO-1000™. PES was
applied for between six and 10 hours per day at an inten-
sity just below the sensory threshold for four weeks.
Response to intervention was better for the active device
than the placebo for the outcome measures of pain, phys-
ical function, physician global assessment and duration of
joint stiffness in the morning (p < 0.05) [12]. No statisti-
cally significant difference was observed for range of knee
joint motion, joint tenderness, joint swelling, knee cir-
cumference and 50 feet walking time.
The second PES trial [11] examined 58 subjects using the
same stimulation device in the same manner over 12
weeks. In this trial significant and clinically meaningful
results were reported in patient global assessment, a pain
and symptom visual analogue scale, WOMAC function
and stiffness and overall WOMAC score. Only WOMAC
pain change between the placebo and active groups did
not reach statistical significance.
No randomised, controlled trials studying this particular
modality over a longer time period have been found.
The modality being investigated is neither invasive nor
pharmaceutical. As the majority of those with OA of the
knee are likely to be elderly, they are also more likely to
have co-morbidities such as heart and lung disease which
increase the anaesthetic risk associated with invasive sur-
gery. Similarly, there is increasing awareness of the
adverse side effects of many of the medications that are
used to manage OA of the knee [13-15]. Consequently, in
a climate where patients are seeking different options in
their disease management strategies, the potential for PES
to provide an effective, safe alternative that is acceptable
to the community is very high.
This research proposes to investigate the longer term effec-
tiveness of PES and to determine the sustainability of
responses in subjects with symptomatic knee OA.
Methods/Design
Study design
A double-blind, randomised, placebo-controlled,
repeated measure trial will be conducted over 26 weeks.
Participants will be assessed, prior to the commencement
of treatment (baseline), and after four, 16 and 26 weeks of
treatment (Figure 1).
Aims and hypothesis
The primary aim is to investigate for a period of 26 weeks,
the effectiveness of transcutaneous PES in the treatment of
symptomatic knee OA. A secondary aim is to determine
whether effects, if any, are influenced by gender, age and/
or baseline pain levels.
The experimental hypothesis is that PES will produce a
clinically important and sustained improvement in pain,
function, patient global assessment, global perceived
effectiveness, quality of life and activity levels when com-
pared with placebo treatment in individuals with sympto-
matic OA of the knee.
Participants
Seventy participants with primary OA of the knee will be
recruited.
Inclusion criteria
￿ Primary knee OA diagnosed in accordance with the
American College of Rheumatology (ACR) modified clin-
ical classification criteria (sensitivity 84%, specificity
89%) [16,17]. This classification system has been shown
to be a valid tool for OA knee diagnosis [18].BMC Musculoskeletal Disorders 2008, 9:18 http://www.biomedcentral.com/1471-2474/9/18
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Summary of study procedure Figure 1
Summary of study procedure. ACR – American College of Rheumatology; WOMAC – Western Ontario and McMaster 
Universities Osteoarthritis Index; PGA – Patient Global Assessment; SF-36 – Medical Outcomes Study 36-item Short-Form 
Survey; HAP – Human Activity Profile; GPES – Global Perceived Effectiveness Scale.
  Call for volunteers to study 
Initial assessment of eligibility by telephone screening 
Those fulfilling initial criteria attend visit 1: 
Second and final screening – Completion of ACR modified classification of 
OA knee, assessment of sharp/blunt discrimination and assessment of pain 
VAS. 
Visit 2: (Week 0) 
Instruction on use of medication diary. Instruction on use of PES device. 
Those fulfilling selection criteria continue with visit 1: 
Purpose of the study further explained (both written and verbal form). 
Informed consent obtained and subject allocated identification number. 
Baseline measures of WOMAC pain, stiffness and function, PGA, SF-36 and HAP. 
If current X-ray needed, consent obtained and referral for X-ray written. 
Accelerometer distributed to participant with instructions for use. 
BMI, gender, age, disease laterality and current medication recorded. 
Postal Contact: (Week 4) 
Repeated measures of pain VAS, WOMAC pain, stiffness and function, PGA and SF-36. 
Concealed random allocation stratified for age, gender and pain levels to 
group X (n = 35) or group Y (n = 35) 
Visit 5: (Week 26) 
Return of the PES device and completed medications diary. 
Repeated measures of pain VAS, WOMAC pain, stiffness and function, PGA, GPES and SF-36. 
Exit from study. 
Visit 3: (Week 16) 
Repeat of questionnaires as per week four, plus completion of GPES and HAP. Medication diary 
sighted and record taken of recorded hours of use.  
Accelerometer distributed with instructions for use. 
Visit 4: (Week 17) 
Return of accelerometer 
Blind data analysis, code for placebo and intervention groups revealed and manuscript preparation 
Those excluded 
for not meeting 
initial selection 
criteria 
Final exclusion 
for not meeting 
selection criteria BMC Musculoskeletal Disorders 2008, 9:18 http://www.biomedcentral.com/1471-2474/9/18
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￿ Persistent, stable pain for a minimum of three months.
￿ Pain score of at least 25 mm on a 100 mm visual ana-
logue scale (VAS).
Exclusion Criteria
￿ Co-existing inflammatory arthropathies.
￿ Contraindications to electrical stimulation (pregnancy,
decreased sensory perception, presence of metal in the
field of application, or any implanted electrical stimula-
tion device).
￿ Skin disorders in the treated knee area.
￿ Scheduled to have a total knee replacement within six
months of entering the trial.
￿ Not able to read or understand English.
Procedure
Recruitment
Potential volunteers will be recruited through commu-
nity-based rheumatology and general practices, rheuma-
tology outpatient clinics in teaching hospitals in the Perth
metropolitan area, the Arthritis Foundation of Western
Australia and promotion through media outlets.
Determining eligibility and baseline assessment
Initially volunteers will be telephone-screened to check
for obvious exclusion criteria.
At a screening visit, diagnosis according to the ACR mod-
ified clinical classification will be made, sharp/blunt sen-
sory discrimination will be tested and the pain VAS
completed. Eligible participants who present with bilat-
eral OA of the knee will be asked to nominate which knee
they consider to be the most symptomatic and that knee
will be treated.
Subjects who meet eligibility criteria will receive further
information concerning the trial. In particular, the aims
and methods will be explained in detail following which,
written consent to participate will be sought. This trial has
been approved by the Curtin University Human Research
Ethics Committee (HR122/2006). Following consent,
participants will be assigned an identification number
and will be asked to complete baseline measures of
WOMAC pain, stiffness and function, patient global
assessment, quality of life and the Human Activity Profile
(HAP) test, while details regarding body mass index
(BMI), age, gender, laterality of joint disease, disease
severity (if X-ray available) and current medication will be
recorded. Participants who have not had a plain X-ray
within the past two years will be referred for X-ray. Partic-
ipants who are unwilling to have X-rays taken will not be
excluded from the trial. Available X-rays will be graded
according to the Kellgren and Lawrence radiological grad-
ing system. All outcome measurements will be taken and
all instructions provided by an experienced musculoskel-
etal physiotherapist at Curtin University of Technology. At
this first visit participants will also be provided with an
accelerometer to collect seven days of ambulatory activity,
after which it will be returned in person.
In the interim, participants will be randomly allocated
into groups. Upon returning the accelerometer, they will
be fitted with the PES device and given detailed verbal and
written instructions regarding its use. They will also be
provided a medications diary and relevant instructions.
Randomisation and blinding
An administrator, not otherwise involved with the trial,
will allocate the participants to groups using computer-
generated block randomisation combined with stratifica-
tion. Groups will be stratified with regard to gender, age
(<60, 60–75 and >75), and intensity of pain (VAS scores
25–40, 41–60 and 61–100). The administrator will dis-
pense an appropriate device using a list, provided by the
senior biomedical engineer who modified the devices,
that matches the device serial numbers to active or pla-
cebo. Participant identification will be added to the list at
the time of randomisation so, should the need arise, the
investigators will be able to determine the nature of the
device provided to a participant without risk of becoming
aware of assignment for any other participants (Figure 2).
The measurer though will remain blinded to assignment
throughout.
The group-to-device-to-intervention code will remain in
the possession of the equipment dispensary (protected by
password) until after the data analysis has been com-
pleted.
Trial intervention
A commercially available transcutaneous electrical nerve
stimulator (Metron Digi-10s) has been adapted by a sen-
ior biomedical engineer to produce either a pulsed, expo-
nentially declining waveform with a frequency of 100 Hz
or a placebo device identical in appearance. Participants
will be advised to use the device at a sub-sensory level, to
replicate the conditions in the previous randomised con-
trolled trials, for a minimum of seven hours per day. It
will be recommended that they wear the device overnight.
There is a locking mechanism on the device so that once
the treatment intensity has been set there can be no inad-
vertent intensity change during the course of treatment.
The instructions given to participants by the physiothera-
pist, who remains blind to the nature of the device, will beBMC Musculoskeletal Disorders 2008, 9:18 http://www.biomedcentral.com/1471-2474/9/18
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exactly the same regardless of which device participants
are using.
Background therapy
Participants will be asked to continue their normal back-
ground medical management during the trial period. A
medications diary will be used to alert the investigators to
any changes in medication usage. Each subject's manag-
ing doctor will be informed by letter of their patient's par-
ticipation in the trial. Doctors will be requested to refrain
from changing OA management during the period of the
trial if at all possible.
Compliance
Participants will be asked to keep a record of their daily
PES use. This will be maintained within the medications
diary booklet. Intermittent questioning about PES use via
regular phone calls during the trial period and a review of
the booklet at 16 weeks will occur.
Safety monitoring and adverse events
Participants will be encouraged to contact the investiga-
tors should any questions arise during the trial. Corre-
spondingly, they will be asked open-ended questions by
the physiotherapist during the scheduled phoned calls to
determine any adverse effects from using the device. The
Process for stratified randomisation and concealed allocation Figure 2
Process for stratified randomisation and concealed allocation.
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Equipment dispensary 
•  Maintains list with device serial number, group name (X or Y) and 
group identity (active or placebo) 
 
•  Randomises participant using identification number to a group name  
 
•  Allocates specific device to participant identification number  
 
•  Advises clinical investigator which serial numbered device to give to 
participant 
Equipment modification 
•  List noting serial number, group 
name (X or Y) and group identity 
(placebo or active) developed when 
equipment modified 
 
•  List sent to equipment dispensary 
at Curtin University School of 
Physiotherapy 
Participant enters study 
•  Participant identification number, 
along with details of gender, age 
and baseline pain levels, sent by 
clinical investigator to equipment 
dispensary for stratified 
randomisation 
 
Clinical investigator 
•  Dispenses device by serial number to participant BMC Musculoskeletal Disorders 2008, 9:18 http://www.biomedcentral.com/1471-2474/9/18
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only adverse reaction that is expected is mild skin irrita-
tion. This occurred in both the placebo and intervention
groups in both randomised controlled trials in approxi-
mately equal proportions (range 17.9–24% active and 21
– 21.1% placebo) and responded favourably to topical
therapy, a temporary halt in use and/or change in the con-
duction gel [11,12]. Any participant reporting skin irrita-
tion will be asked to stop using the device and to return to
the Curtin University School of Physiotherapy for assess-
ment at the first available opportunity. Should there be
pain, swelling or more than a five centimetre diameter
area of redness after desisting for 48 hours, a medical
opinion will be obtained before proceeding further.
Outcome measures
Outcome measures include the core set of primary efficacy
variables recommended by the Outcome Measures in
Rheumatology Clinical Trials (OMERACT) group for
phase III clinical trials in OA [19] and recommended for
inclusion in OA clinical trials by the Cochrane Collabora-
tion [20].
The three primary efficacy variables, to be measured at base-
line, four, 16 and 26 weeks, are:
￿ Pain (100 mm VAS and Western Ontario and McMaster
Universities Osteoarthritis Index -WOMAC Likert format
3.1). Two measures for pain will be included as this mir-
rors standard practice in much of the OA literature and it
will provide internal validity for this important outcome
measure. The reliability of the VAS has previously been
demonstrated [21] and is regularly used in this popula-
tion. WOMAC measures health status and assesses pain,
physical function and stiffness in patients with OA of the
hip or knee. The WOMAC questionnaire is self-adminis-
tered and can be completed in less than five minutes. Two
major validity studies have shown that WOMAC pain,
physical function and stiffness subscales are valid and that
the questionnaire is reliable and sensitive enough to
detect changes in health status following a variety of inter-
ventions [22].
￿ Patient Global Assessment (100 mm VAS as described
by Ehrich et al [23]). Participants are asked to consider all
the ways in which their arthritis is affecting them at the
time of the assessment and indicate by marking the VAS
how they are doing. The left hand anchor of the VAS is
Very Well while the right hand anchor is Very Poorly.
￿ Physical function (WOMAC Likert format 3.1). Likert
values from 17 questions of the WOMAC are summed to
generate a score for physical function with a higher score
indicating worse function.
Secondary outcome measures
￿ Quality of life (Medical Outcomes Study 36-item Short-
Form Survey version 2 – SF-36). The SF-36 has eight sub-
component scales reflecting both physical and mental sta-
tus. It is comprised of 36 questions, is self administered,
and can be completed in about 15 minutes. All estimates
of score reliability, from 14 separate studies, for each of
the eight scales of the SF-36 exceeded accepted standards
for measures used in group comparisons [24]. The SF-36
has been extensively validated in many English speaking
countries of the world including Australia [25]. The
rationale for using both WOMAC and the SF-36 for this
trial is that a combined approach using both generic qual-
ity of life and knee specific health status measures is con-
sidered likely to prove best for knee-related problems
[26]. Quality of life measurements will be taken at base-
line, four, 16 and 26 weeks.
￿ Joint stiffness (WOMAC Likert format 3.1) measured at
baseline, four, 16 and 26 weeks.
￿ Global perceived effect scale (GPES) measured using an
11-point scale ranging from -5 (vastly worse) to +5 (com-
pletely recovered) with the zero point being unchanged as
reported by Pengal et al [27]. This will be measured at 16
and 26 weeks.
￿ Physical activity will be determined using the HAP ques-
tionnaire plus accelerometers measured at baseline and
16 weeks.
 The HAP is self-administered. It incorporates 94 activi-
ties listed in ascending order of oxygen cost. Respondents
are asked to indicate whether they are able to perform the
activity unassisted; whether they have ever performed the
activity and whether they have stopped performing the
activity [28]. In a cross-sectional study, the HAP has been
found reliable and sufficiently sensitive for use in people
with OA of the knee [29]. This study demonstrated that
people with OA of the knee are in fact less active than their
healthy counterparts and that there was a relationship
between HAP scores and participants' pain and function
scores. The proposed trial offers the potential to deter-
mine whether improvement in pain and function result in
a spontaneous increase in the level of physical activity.
 Accelerometry is now considered the preferred method
of objectively measuring physical activity as it provides
data that allows individual examination of ambulatory
activity frequency, intensity and duration [30]. However,
to our knowledge accelerometers have not been validated
for use in people with OA of the knee. For this trial an Act-
igraph GT1M (formerly Computer Science and Applica-
tions monitor), the most widely accepted accelerometer in
research, will be utilised [31]. The match-box size acceler-BMC Musculoskeletal Disorders 2008, 9:18 http://www.biomedcentral.com/1471-2474/9/18
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ometer will be attached to a belt that the participants will
be asked to wear for a period of seven consecutive days at
both the baseline and 16 week data collection points.
The benefits of physical activity are well known and
include reduced risk of cardiovascular disease, diabetes,
some forms of cancer, osteoporosis, falls and fractures.
Physical activity interventions have also been shown to
assist with weight control and to improve physical func-
tioning and mental health. The impact of physical activity
on OA remains unanswered. Osteoarthritis of the knee is
often associated with considerable knee pain that suggests
that people with knee OA may curtail their physical activ-
ity. Although most studies of OA of the knee measure
changes in function, few measure physical activity levels
so there is limited evidence to demonstrate whether or not
this is the case. Moreover whether treatments that reduce
pain result in an increase in physical activity is yet to be
determined.
Sample Size Calculations
The primary outcome measure will be defined as an
improvement in the absolute pain VAS score of 20. This is
the minimum absolute change necessary for classification
as a responder in the Osteoarthritis Research Society Inter-
national (OARSI) response criteria [32,33]. Assuming no
change in the placebo group, it has been calculated that a
sample size of 70 (35 in each group allowing for 20%
withdrawals) will be sufficient to detect this 20 point
change as well as differences equal to the absolute mini-
mal clinically important improvements of 19.9 (Pain
VAS), 18.3 (PGA) and 9.1 (WOMAC function) described
by Tubach et al [34] with a power of 80% using a two-
tailed test with alpha level of 0.05. Calculations were
based on standard deviations data from Garland et al [11]
(Pain VAS and PGA) and Raynauld et al [35] (WOMAC
function).
Statistical Analysis
All analyses will be performed on an intention to treat
basis while the investigators remain blind to treatment
groups. Change in pain between baseline and 26 weeks
will be compared between groups using the independent
t-test. To test for the fixed effect of treatment while adjust-
ing for any differences in the baseline measures, repeated
measures analysis using a linear mixed model will also be
performed for pain VAS, patient global assessment,
WOMAC function, stiffness and pain, and QOL measure-
ments taken at four, 16 and 26 weeks. There will be no
adjustment for multiple comparisons as all comparisons
have been determined a priori and, while adjustment
maintains study wise error, it may preclude detection of
clinically important differences [36].
Change in activity level between baseline and 16 weeks
will also be analysed using the independent t-test. Second-
ary analyses such as the proportion of participants achiev-
ing minimal clinically important improvements in pain,
function and patient global assessment at each observa-
tion time will be compared using the Chi-square test.
GPES at 16 weeks and 26 weeks will be compared between
groups using unpaired t-tests.
Ethical considerations
A placebo control is being used in this trial. However, as
subjects are not being asked to change their usual treat-
ment regimen, no subject will be disadvantaged by using
the placebo.
Data Quality
Data will be entered into a specifically designed database
with pop-up value lists, value ranges, data type and field
complete validations. Random scrutiny by co-investiga-
tors of at least ten percent of all data entered will be con-
ducted throughout the trial to ensure accuracy and
completeness.
Timelines for E-PES trial
Patient recruitment and initial phone screening began in
July 2007. Final screening and data collection com-
menced in October 2007 with final exit data expected to
be collected in February 2009.
Discussion
This paper describes the rationale and protocol for con-
ducting a double-blind, randomised, placebo-controlled
trial that will investigate the use of pulsed electrical stim-
ulation in the management of OA of the knee. It incorpo-
rates features designed to minimise bias [37] and uses
valid outcome measures that will facilitate comparability
with other research in the area.
This trial will contribute to the evidence regarding the use
of a non-pharmaceutical, non-invasive modality in man-
aging symptoms of OA of the knee. Given the modality's
simple technology and ease of use (patients can readily
use it at home), it has huge potential to provide a safe,
effective treatment option for clinicians.
Competing interests
The author(s) declare that they have no competing inter-
ests.
Authors' contributions
All authors were responsible for identifying the research
question and contributing to drafting the trial protocol.
Robyn Fary has been responsible for the drafting of this
paper, although all authors have provided substantialBMC Musculoskeletal Disorders 2008, 9:18 http://www.biomedcentral.com/1471-2474/9/18
Page 8 of 9
(page number not for citation purposes)
input, providing comments on the drafts and have read
and approved the final version.
Acknowledgements
The E-PES research team is very grateful for the equipment modification 
work conducted by Chris Tingley, Senior Biomedical Engineer, from the 
Department of Medical Technology and Physics at Sir Charles Gairdner 
Hospital, Perth, Western Australia.
The trial is funded by research grants from Arthritis Australia and The Phys-
iotherapy Research Foundation.
References
1. Walker-Bone K, Javaid K, Arden N, Cooper C: Regular review:
medical management of osteoarthritis.  British Medical Journal
2000, 321:936-940.
2. Baker CL, Ferguson CM: Future treatment of osteoarthritis.
Orthopaedics 2005, 28:227-234.
3. Clegg DO, Reda DJ, Harris CL, Klein MA, O'Dell JR, Hooper MM,
Bradley JD, Bingham CO III, Weisman MH, Jackson CG, Lane NE,
Cush JJ, Moreland LW, Schumacher HR Jr, Oddis CV, Wolfe F,
Molitor JA, Yocum DE, Schnitzer TJ, Furst DE, Sawitzke AD, Shi H,
Brandt KD, Moskowitz RW, Williams HJ: Glucosamine, chondroi-
tin sulfate, and the two in combination for painful knee oste-
oarthritis.  New England Journal of Medicine 2006, 354:795-808.
4. Reginster JY, Deroisy R, Rovati LC, Lee RL, Lejeune E, Bruyere O,
Giacovelli G, Henrotin Y, Dacre JE, Gossett C: Long-term effects
of glucosamine sulphate on osteoarthritis progression: a ran-
domised, placebo-controlled clinical trial.  Lancet 2001,
357:251-256.
5. Sarzi-Puttini P, Cimmino MA, Scarpa R, Caporali R, Parazzini F, Zani-
nelli A, Atzeni F, Canesi B: Osteoarthritis: An Overview of the
Disease and Its Treatment Strategies.  Seminars in Arthritis and
Rheumatism 2005, 35(1 Suppl 1):1-10.
6. Aaron RK, Boyan BD, Ciombor DM, Schwartz Z, Simon BJ: Stimu-
lation of growth factor synthesis by electric and electromag-
netic fields.  Clinical Orthopaedics 2004, (419):30-37.
7. Brighton CT, Wang W, Clark CC: Up-regulation of matrix in
bovine articular cartilage explants by electric fields.  Biochem-
ical and Biophysical Research Communications 2006, 342(2):556-561.
Epub 2006 Feb 9.
8. Ciombor DM, Aaron RK, Wang S, Simon B: Modification of oste-
oarthritis by pulsed electromagnetic field – a morphological
study.  Osteoarthritis and Cartilage 2003, 11:455-462.
9. Lippiello L, Chakkalakal D, Connolly JF: Pulsing direct current-
induced repair of articular cartilage in rabbit osteochondral
defects.  Journal of Orthopaedic Research 1990, 8:266-275.
10. Wang W, Wang Z, Zhang G, Clark CC, Brighton CT: Up-regulation
of chondrocyte matrix genes and products by electric fields.
Clinical Orthopaedics and Related Research 2004, (427
Suppl):S163-S173.
11. Garland D, Holt P, Harrington JT, Caldwell J, Zizic T, Cholewczynski
J: A 3-month, randomized, double-blind, placebo-controlled
study to evaluate the safety and efficacy of a highly opti-
mized, capacitively coupled, pulsed electrical stimulator in
patients with osteoarthritis of the knee.  Osteoarthritis and Carti-
lage 2007, 15(6):630-637. Epub 2007 Feb 15.
12. Zizic TM, Hoffman KC, Holt PA, Hungerford DS, O'Dell JR, Jacobs
MA, Lewis CG, Deal CL, Caldwell JR, Cholewczynski JG, Free SM:
The treatment of osteoarthritis of the knee with pulsed elec-
trical stimulation.  Journal of Rheumatology 1995, 22:1757-1761.
13. Gislason GH, Jacobsen S, Rasmussen JN, Rasmussen S, Buch P, Friberg
J, Schramm TK, Abildstrom SZ, Køber L, Madsen M, Torp-Pedersen
C: Risk of death or reinfarction associated with the use of
selective cyclooxygenase-2 inhibitors and nonselective nons-
teroidal antiinflammatory drugs after acute myocardial inf-
arction.  Circulation 2006, 113:2868-2870.
14. Jick H, Kaye JA, Russmann S, Jick SS: Nonsteroidal antiinflamma-
tory drugs and acute myocardial infarction in patients with
no major risk factors.  Pharmacotherapy 2006, 26:1379-1387.
15. Solomon DH, Avorn J, Stürmer T, Glynn RJ, Mogun H, Schneeweiss
S: Cardiovascular outcomes in new users of coxibs and nons-
teroidal antiinflammatory drugs: high-risk subgroups and
time course of risk.  Arthritis and Rheumatism 2006,
54(5):1378-1389.
16. Altman R, Asch D, Bloch D, Bole G, Borenstein D, Brandt K: The
American College of Rheumatology criteria for classification
and reporting of osteoarthritis of the knee.  Arthritis and Rheu-
matism 1986, 29:1039-1049.
17. Altman RD: Classification of disease: Osteoarthritis.  Seminars
in Arthritis and Rheumatism 1991, 20:40-47.
18. Wu CW, Morrell MR, Heinze E, Concoff AL, Wollaston SJ, Arnold EL,
Singh R, Charles C, Skovrun ML, FitzGerald JD: Validation of
American College of Rheumatology Classification Criteria
for Knee Osteoarthritis Using Arthroscopically Defined Car-
tilage Damage Scores.  Seminars in Arthritis and Rheumatism 2005,
35(3):197-201.
19. Bellamy N, Kirwan J, Boers M, Brooks P, Strand V, Tugwell P, Altman
R, Brandt K, Dougados M, Lequesne M: Recommendations for a
core set of outcome measures for future phase III clinical tri-
als in knee, hip and hand osteoarthritis. Consensus develop-
ment at OMERACT III.  Journal of Rheumatology 1997, 24:799-802.
20. Hulme J, Robinson V, DeBie R, Wells G, Judd M, Tugwell P: Electro-
magnetic fields for the treatment of osteoarthritis.  Cochrane
Database Systematic Review 2002, 1:CD003523.
21. Melzack R, Katz J: Pain measurement in persons in pain.  In Text-
book of Pain 4th edition. Edited by: Wall P, Melzack R. Edinburgh:
Churchill Livingstone; 1999. 
22. Bellamy N: WOMAC Osteoarthritis Index: User Guide VII Herston: CON-
ROD The University of Queensland; 2004. 
23. Ehrich EW, Davies GM, Watson DJ, Bolognese JA, Seidenberg BC,
Bellamy N: Minimal perceptible clinical improvement with the
Western Ontario and McMaster Universities Osteoarthritis
Index questionnaire and global assessments in patients with
osteoarthritis.  Journal of Rheumatology 2000, 27:2635-2641.
24. Ware JE, Kosinski MA, Gandek B: SF-36 Health Survey Manual and
Interpretation Guide Lincoln RI: Quality Metric Inc; 2002. 
25. Sanson-Fisher RW, Perkins JJ: Adaptation and validation of the
SF-36 Health Survey for use in Australia.  Journal of Clinical Epi-
demiology 1998, 51:961-967.
26. Brazier JE, Harper R, Munro J, Walters SJ, Snaith ML: Generic and
condition-specific outcome measures for people with oste-
oarthritis of the knee.  Rheumatology (Oxford) 1999, 38:870-877.
27. Pengel HM, Refshauge KM, Maher CG: Responsiveness of pain,
disability and physical impairment in patients with low back
pain.  Spine 2004, 29:879-883.
28. Fix A, Daughton D: Human activity profile: professional manual Odessa
(FL): Psychological Assessment Resources, Inc; 1988. 
29. Bennell KL, Hinman RS, Crossley KM, Metcalf BR, Buchbinder R,
Green S, McColl G: Is the Human Activity Profile a useful
measure in people with knee osteoarthritis?  Journal of Rehabil-
itation Research and Development 2004, 41(4):621-630.
30. Ward DS, Evenson KR, Vaughn A, Rodgers AB, Troiano RP: Accel-
erometer use in physical activity: best practices and research
recommendations.  Medicine and Science in Sports and Exercise
2005, 37(11 Suppl):S582-588.
31. Welk GJ, (Ed.): Use of accelerometry-based activity monitors
for the assessment of physical activity.  Champaign: Human
Kinetics Publishers; 2002. 
32. Dougados M, Leclaire P, van der Heijde D, Bloch DA, Bellamy N, Alt-
man RD: A report of the Osteoarthritis Research Society
International Standing Committee for Clinical Trials
Response Criteria Initiative.  Osteoarthritis and Cartilage 2000,
8(6):395-403.
33. Pham T, van der Heijde D, Altman RD, Anderson JJ, Bellamy N, Hoch-
berg M, Simon L, Strand V, Woodworth T, Dougados M: OMER-
ACT-OARSI Initiative: Osteoarthritis Research Society
International set of responder criteria for osteoarthritis clin-
ical trials revisited.  Osteoarthritis and Cartilage 2004,
12(5):389-399.
34. Tubach F, Ravaud P, Baron G, Falissard B, Logeart I, Bellamy N, Bom-
bardier C, Felson D, Hochberg M, van der Heijde D, Dougados M:
Evaluation of clinically relevant changes in patient reported
outcomes in knee and hip osteoarthritis: the minimal clini-
cally important improvement.  Annals of Rheumatic Disease 2005,
64(1):29-33. Epub 2004 Jun 18.
35. Raynauld JP, Torrance GW, Band PA, Goldsmith CH, Tugwell P,
Walker V, Schultz M, Bellamy N: A prospective, randomized,
pragmatic, health outcomes trial evaluating the incorpora-Publish with BioMed Central    and   every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published  immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
BMC Musculoskeletal Disorders 2008, 9:18 http://www.biomedcentral.com/1471-2474/9/18
Page 9 of 9
(page number not for citation purposes)
tion of hylan G-F 20 into the treatment paradigm for
patients with knee osteoarthritis (Part 1 of 2): clinical
results.  Osteoarthritis and Cartilage 2002, 10(7):506-517.
36. Perneger TV: What's wrong with Bonferroni adjustments.  Brit-
ish Medical Journal 1998, 316:1236-1238.
37. Schulz KF, Grimes DA: Blinding in randomised trials: hiding
who got what.  The Lancet 2002, 359(9307):696-700.
Pre-publication history
The pre-publication history for this paper can be accessed
here:
http://www.biomedcentral.com/1471-2474/9/18/prepub